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A 79-year-old male was referred for evaluation of a mass inthe lower lobe of the right lung. Bronchoscopic biopsy
revealed squamous cell carcinoma. Preoperative bronchoscopic
exam demonstrated right intermediate bronchus invasion,
without right upper-bronchus involvement. Excision of the
lung cancer was undertaken electively in the fashion of right
middle and lower bilobectomy. The patient weaned off ven-
tilator smoothly and transferred to the ordinary ward in the
next day. The pathologic report showed a solid, moderate,
differentiated squamous cell carcinoma in the T2N1 stage.
The resection margin was free from malignancy.
The patient developed episodic fever, dyspnea, leuko-
cytosis, and progression of right-lung infiltration on the
seventh day after surgery (Figure 1). Bronchoscopic exami-
nation was arranged under the impression of sputum impac-
tion with secondary infection of right upper lobe. Sputum
coverage and uneven mucosa healing were found over the
stump of right intermediate bronchus (Figure 2). Because of
suspicion of bronchial stump insufficiency, chest tomography
with 3D reconstruction was deployed for further confirma-
tion. Unusual minimal air density was detected just around
the previous automatic metallic staples of the bronchial stump
(Figure 3). These findings were compatible with bronchial
stump insufficiency after bilobectomy through clear chest
tube drainage. Rescuing operation via previous thoracotomy
was done, and the right intermediate bronchial stump was
identified. The stump was dehiscent, even with a suction tip
protruding from endotracheal tube into the surgical field. The
chest cavity and the stump were not severely soiled because
of early detection of the bronchial stump insufficiency. The
right intermediate bronchus was repaired with second auto-
matic stapling 0.5 cm proximally and buttressed with inter-
costal muscle flap. Concomitant tracheostomy was done to
facilitate early weaning off the ventilator, thus decreasing
further barotraumas to the right intermediate stump. The
patient recovered uneventfully.1–3
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FIGURE 1. Chest x-ray. (A) Chest
plain film showed the residual right
upper-lobe well expanded on post-
operative day 1. (B) Chest plain film
indicated right-lung whiteout with
tracheal deviation on postoperative
day 7.
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FIGURE 2. Bronchoscopic examination. (A) Carinal view: sputum accumulated in the right intermediate bronchial stump. (B)
The mucosa edge of the right intermediate bronchial stump was uneven, and thus the bronchial stump leakage was likely.
FIGURE 3. Chest computed tomography with 3D recon-
struction. The arrow indicates the location of air inferior to
the stump and within the suture line, supporting the diag-
nosis of dehiscence.
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